A 36-year-old Japanese woman complained of right hypochondralgia followed by ascites. Paracentesis showed a turbid, straw-colored sterile exudate. Computed tomography and magnetic resonance imaging of the abdomen revealed a left periuteric mass and ascites. The mass and ascites spontaneously regressed within a month with no specific treatment. Later, after the patient had been discharged from hospital, immunofluorescence antibody titers for Chlamydia trachomatis were successfully determined using stored ascitic fluid and serum. Though the number of cases of Chlamydia trachomatis peritonitis has increased, few cases with ascites have been reported, and spontaneous regression of the ascites is also rare. (Internal Medicine 31: 835-839, 1992) 
Introduction
Infections caused by Chlamydia trachomatis (C. trachomatis) are known to occur in any organ, such as eyes, lungs, colon, lymph nodes, peritoneal cavity or genitourinary systems. In recent years, the increased sexual activity of younger women has raised the frequency of sexually transmitted diseases (STD) caused by this organism. Reports of pelvic inflammatory disease (PID) and intra-abdominal inflammatory disease (1 -5) caused by this organisms, which were not common earlier, have been increasing in number. Few cases of ascitic peritonitis due to this organism have been reported. Here, we report a case of peritonitis in whom the ascites regressed spontaneously.
Case Report
A 36-year-old Japanese office woman presented on May 7, 1990 with symptoms of right hypochondralgia. Her past medical history was not remarkable; there was no familial disease and she had not received any blood transfusion. She had a clear vaginal discharge after her last menstruation early in April. Then the discharge increased and became off-colored; she felt sharp pain in the right inguinal area. She had not had sexual intercourse in previous last five months. She underwent an abdominal ultrasonography in a gynecological clinic, and a cervical polyp was found. Although it was recommended that she have it removed, she did not consent to any surgical treatment. Pain in the right inguinal area con tinued and migrated to the right hypochondrial region. When she visited our hospital, she underwent another abdominal ultrasonography, but no remarkable changes were found in the abdomen. Her symptoms improved after oral administration of antiphlogistics (Tiaprofenic acid, 300mg/day). On May 28 in another clinic, she underwent transvaginal resection of the cervical polyp. She revisited our hospital on May 20 complaining of a feeling of fullness in the lower part of the abdomen and 3kg body weight loss in the last 6 weeks. Physical examination revealed a well nourished afebrile woman with mild anemia and a slight tenderness in the right hypochondrial region and ascites. There were no other remarkable findings and no findings suggestive of liver disease such as spider angioma, engorged vein on the abdominal wall or palmar erythema. Laboratory data are shown in Table 1 . Slight anemia, positive C-reactive protein (CRP) , mild leukocytosis and a moderate increase in erythrocyte sedimentation rate (ESR) were the only abnormalities noted, and other data were normal, including the liver blood chemistries and renal function tests. The CA 125 value (321U/ml) was slightly elevated. PPD skin test was moderately positive (8 x 5/24 x 16mm). Computed tomography (CT) of the abdomen revealed moderate ascites and a mass in the left side of the uterus which showed isoden sity compared to uterus density (Fig. 1) . The magnetic resonance image (MRI) of the mass revealed an area of slightly low signal intensity on the Tl-weighted image and an area of high signal intensity on the T2-weighted image (Fig. 2) . X-ray examination of the upper gastroin testinal tract and barium enema examination were not remarkable. Paracentesis performed on June 13 showed a turbid, straw-colored exudate with a specific gravity of 1.025 and a high protein concentration (8.2 g/dl; albumin 32.9% , gamma-globulin 50.6%). Differentiation of the ascites cells showed 30% granulocytes, 69% lymphocytes and 1% eosinophils. Culture of ascites was negative for bacteria including tuberculosis. Cytology indicated class Illb, but repeat cytology was not available due to spontaneous regression of the ascites. Cefoteram pivoxil (CFTM-PI), a dose of 300mg per day was administered per os for three days following the paracentesis. On June 19, ascites reached the maximum volume, thereafter it began to decrease gradually. On July 4, the ascites was no longer detectable on ultrasonogram.
The clinical course of this patient is shown in Fig. 3 . Although the CRP and WBC count returned to normal values by July 4, the increased serum total proteins, decreased A/G ratio, elevated ESR and decreased hemoglobin concentration persisted. Serum CA 125 value decreased to 76 U/ml after regression of the ascites. On July 12, the periuteric mass was undetectable on MRI which was concomitant with the regression of ascites. She was discharged from our hospital on July 21. As retrospective peritonitis due to inflammatory disease of the periuteric area was suspected from these clinical findings, the stored serum and ascites (frozen at -80°C) were analyzed for antibody titers for C. tracho- (Table 2) . Thus, this patient was diagnosed as peritonitis due to C. trachomatis. Erythromycin (EM) was administered after her discharge from hospital, however we could not carry out a follow up study because she did not visit our hospital thereafter.
Discussion
The diagnosis of C. trachomatis infection is generally based on the presence of IgM or IgG antibody to C.
Internal Medicine Vol. 31, No. 6 (June 1992) trachomatis in the serum determined by immunofluores cent techniques. A recent study (6) demonstrated that the diagnosis can be also made by a staining method or culture of C. trachomatis from an adhesion in the abdominal cavity obtained during surgery or laparoscopy, but few positive cultures for ascites have been reported (7). As laparoscopy was not performed in the present case, the antibody titers for C. trachomatis in the ascitic fluid were analyzed in attempt to identify the causative organism for the intra-abdominal infection. To our knowledge there is no report on the determination of anti body titers for C. trachomatis in ascitic fluid. As specific antibody titers can be determined in serum, secretions, tears, semen and cervical mucus (8), we thought that the determination of the antibody titers in the ascitic fluid might contribute to the diagnosis in C. trachomatis infection. It is likely that the high titers of IgM and IgG antibodies for G. trachomatis in the present case reflect intra-abdominal infection with this organism. Moreover higher titers of the antibody in the ascitic fluid may be suggestive of C. trachomatis peritonitis.
Since the first report of Chlamydial infection associ ated with ascites in 6 cases by in 1978, few similar cases have been reported. As shown in Table 4 , in 9 cases from 7 reports (7, 10-15), 6 were caused by infection of C. trachomatis. Exudative ascites with a high protein content is a common finding and the major cell component are lymphocytes which are present in 54% to 94% , regardless of the number of leukocytes. Since similar findings were seen in the present case, we suppose that the mechanism for the development of ascites in this patient was similar to that in the 9 cases in the literatures (7, 10-15). The main symptom of our patient was pain in the right inguinal region that reported that 4 of 9 patients with C. trachomatis peritonitis improved 1-2 weeks after the administration of ABPC, but there was no description of ascites. In the present case, ascites developed after short-term administration of CFTM-CI, but regressed without administration of EM or DOXY; these were not given to the patient because the diagnosis of C. trachomatis infection was made retrospectively after recovery. From these facts, we suppose that ascites associated with C. trachomatis infection may have been a self-limiting symptom, but the administration of TC or EM would benefit the patient, because anemia and signs of inflammation in blood tests were persistent. The frequency of C. trachomatis infection of the genito urinary tract has been increasing in recent years with concomitant increase in intra-abdominal infection by this organism. Therefore the possibility of C. trachomatis peritonitis should be considered when a patient presents with abdominal pain of unknown origin especially in sexually active women.
